We are pleased that JA Vroege 1 clari®ed his comments and had the opportunity to respond to our article 2 and letter. 3 We appreciate his correspondence. Vroege and we share a common bond towards improving the diagnosis of men who may or may not suffer from erectile problems. He discusses a few worthy points that can help to clarify and advance the science of diagnostic assessment of erectile dysfunction (ED) in clinical practice. Responding to his comments, we believe that, while differences of opinion can be constructive, a large measure of general agreement seems to exist when the issues are placed in context. Sum scores and cutoff points are consistent with the recommendations from a body of international experts to develop a qualitative and quanti®able staging system for ED. 4 Vroege, who proposes a couple of simpler questions, believes that this methodology is unnecessarily complicated when presented in a booklet that informs the reader on whether he is suffering from erectile problems.
We are pleased that JA Vroege 1 clari®ed his comments and had the opportunity to respond to our article 2 and letter. 3 We appreciate his correspondence. Vroege and we share a common bond towards improving the diagnosis of men who may or may not suffer from erectile problems. He discusses a few worthy points that can help to clarify and advance the science of diagnostic assessment of erectile dysfunction (ED) in clinical practice. Responding to his comments, we believe that, while differences of opinion can be constructive, a large measure of general agreement seems to exist when the issues are placed in context. Sum scores and cutoff points are consistent with the recommendations from a body of international experts to develop a qualitative and quanti®able staging system for ED. 4 Vroege, who proposes a couple of simpler questions, believes that this methodology is unnecessarily complicated when presented in a booklet that informs the reader on whether he is suffering from erectile problems. 1, 5 Many practitioners and patients, however, may ®nd the additional items instructive and insightful for this purpose. The 5-item test poses little patient burden and has high patient acceptability. Vroege's questions may also hold promise for epidemiological studies, if adequately supported by clinical and research data.
Vroege mentions that cultural differences can alter how terms are viewed. We agree. Brie¯y de®ning terms is one way to alleviate the potential ambiguity of words in any screening instrument used in different cultures.
It is true that men with ED were sampled from clinical trials and not from a general practice setting. Data from general practice settings might have been preferable, although other biases may be present in this population (eg volunteer bias). In the absence of general practice data, results from clinical trials were used as the best available information. As stated by Vroege 1, 5 and by us, 3 the diagnostic results on the IIEF-5 are therefore not expected to be representative of all male patients in a general clinical population. However, the favorable screening properties of the IIEF-5 extend directly to the large subpopulation of men, with and without ED, who are similar to those enrolled in the primary sample, namely, men in a stable heterosexual relationship who attempted sexual intercourse and had sexual activity. Strictly speaking, the diagnostic results of our main analysis did not therefore pertain to respondents who (1) do not have a partner, (2) do not have sexual contact with their partner, or (3) do have sexual contact but never attempt sexual intercourse.
Our article 2 implies that IIEF-5 scores may have merit for assessing men in a stable heterosexual relationship who do not have sexual activity with a partner or do have sexual activity but no sexual intercourse. In this case, use is made of the zerocoded responses in question 2 (`no sexual activity') and questions 3 ± 5 (`did not attempt intercourse'), giving a lower bound score of 1 on the IIEF-5. This point could have been articulated more clearly in the discussion of the article. 2 The interpretation that someone who is involved in a stable relationship with a female partner and has no sexual activity, or who does have sexual activity but no sexual intercourse, is severely impotent will not, of course, be correct for all cases in clinical practice. Classi®-cation to severe ED or at least some form of ED may still be correct for a high proportion of cases, and can be ascertained in conjunction with the rest of the clinical evaluation. A key consideration in deciding the appropriateness of a score for these men, as well as for men without a steady partner, is the opportunity but lack of desire to attempt sexual activity or intercourse.
As an initial screening tool, therefore, the Sexual Health Inventory for Men (IIEF-5) 6 can be considered for use in a general population; it may not be applicable to all. It is intended as a marker for possible signs of ED, and to foster dialogue between patient and physician about a potential erectile problem. Scores on the IIEF-5 should be placed in the context of the individual patient's circumstances to determine their applicability in a speci®c instance. This is a prerequisite for useful diagnostic assessment that is a characteristic of any initial screening instrument of this type.
We agree with Vroege that the IIEF-5 is not a perfect measure for general clinical settings. We know of no perfect measure. While its diagnostic characteristics pertain to a large subpopulation, and while it is applicable to a substantial proportion of men, the IIEF-5 in not expected to extend to the entire population of men seen in clinical practice. It is hoped, however, that our initial research on the IIEF-5 (from clinical trials data) would stimulate advancements and re®nements on the use of selfreport measures in diagnostic assessment in clinical practice. A validation study on the utility of the IIEF-5 as an initial screening tool in populationbased settings is encouraged and such efforts are underway. The IIEF-5 can serve to stimulate discussion regarding potential erectile problems, which may have been otherwise ignored, and to aid clinicians who perform more detailed clinical evaluations in individual cases. We believe that our correspondences 1, 3, 5 have engendered a constructive dialogue aimed towards improving diagnostic assessments of ED in both research and clinical settings.
